DEPARTMENT OF PUBLIC HEALTH AND WELFA

MISSOURI DIVISION OF HEALTH.—- STANDARD CERTIFICATE CZ ATH

4Qi63—94%§3—

DO NOT WRITE AMENDED Registration District No, . ST rimary Registration District No. _f__=" %/ megisrar'a No. _____ ¢ _“N___ 7

ON THIS STUB = a
—Fdhcoraaao T2 8-1963 2. USUAL RESIDENCE (Where deceassd Tved. 17 imamitution; Revidence befors

VS 300 a. COUNTY Newt on a. STATE MlSS OuI‘i COUNTY NeWt on admission)
Rev. 4/59 b. CITY {If outside corporate limits, give TOWNSHIP only) Length of w1ay in 1b ¢ CITY ]

Inside Limits
OR . OR 5 4o
1owv  Ritaehey ears own  Ritchey Y 2 N0 O
<. ;%;PTT‘:TEOgF {If NOT in haspilal, give localion) Inside Limits d. ASI‘:I)IB?EE'I'SS {If cutside, give location) Reside on Farm
INSTITUTION Home Yes[J No[O None: Yes O No [X

DATE AMENDED

3. NAME OF DECEASED First, Middle Losr 4. DATE Month

(iypa o prinr Clyde  (ncne) Armstrong S Oct. 23, 1963

5. SE 6. COLOR OR RACE 7. Married (1 Never Marrieddl] _|6., DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER ) YEAR | IF UNDER 24 HR
)&ﬂale White. widowed [J Divarced [ 2/221901 62 Months | Days | Hours I Min.

Year

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stata or country) | 12, CITIZEN OF WHAT COUNTRY

duringmtmm'!! life, aven if retired) Farm Ne“,ton ia . Mj. 55 OuI‘i USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Jess Armstrong Sina Friend None
15. '"WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, NO:: unknown)l[lf yes, give war or dates of serv ms . Sln& AI‘H]S UI‘OIlg Ritchey , MO .

18. CAUSE OF DEATH {(Enter only one cause per line 7 L, (G], A (5] INTERVAL BETWEEN
PART |. DEATH WAS CAUSED 8Y: o E) . / ONSET AND DEAT
IMMEDIATE CAUSE () [ ezt rAALd } 4
d |

DOCUMENT

Conditions, if any, bUE TO (b}
which gave rise fo
sbove cause |a),
stating the under-
lying cavsa last. DUE TO {c)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui not related 1o the rerminal PART IIl. If decessed wai female was
disesse condition given in PART | {a} thera & pregnancy in last 90 days.

IDYMI O Neo ] [ Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? - m] a 0O
YES [0 NO @t

20c. TIME OF Howur Month, Day, Yesr
& -INJURY - am.
p.m.
20d. INJURY QCCURRED 08,  FLACE OF INJURY [a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, streer, office bidg., erc.} )
NOT WHILE AT WORK [J i

21 1 attended the deceased fr 2 3 ‘-a-.d last saw i slive o

‘Dﬁgh accurred  at. /0 m on the date ntated above, and to the best of my knowledge, from the causes stated,

L]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

T egree or title) . 22c. DATE SIGNED

10-bd

“FRBRIAL, CREMATIONY | 23b. DATE [ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

MOET™ | 10-26-2963 | Newtonia Newtonla, Missari/7)

24. FUMERAL DIRECTOR ADDRESS . BY LOCAL REG. . JFRE IS"!A IGNATURE
_ Shewmake Funeral Hame Granby, Mo /& ,?é 65 dq U K 2&:{4 [

(Licensed Embalmer’s Statemrent on Reverss Sida)

222

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




' STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ Student Embalmer Mo.

working under my personal supervision.

Student.

Signature of Stedent Embalmer

Licensed Embaimer No.
- 5’;‘2( ﬂg/
' O Ad

y - -
. Note: The above MUST BE SIGNED BY _THE LICENSED EMBALMER in his OQWN HANDWR!TING ({Failure to comply
with the above constitutes-grounds. ‘for ‘revocatiof of license). -t .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

Y




